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Available online 8 March 2011The search for a reliable method of identifying patients
requiring a shunt during CEA under general anaesthesia (GA)
has been the Holy Grail of vascular surgeons ever since it
became a routine part of clinical practice. Although many
authors tried to apply criteria for shunt insertion under
GA data derived during LA CEA by McCleary et al clearly
showed that this concept was unreliable1 with cerebral
autoregulation being preserved during LA surgery (sponta-
neous rise in systemic BP and cerebral oxygenation following
carotid clamping) but lost during GA CEA. This explains the
high frequency with which anaesthetists increased blood
pressure pharmacologically in GA patients in the GALA Trial,
perhaps masking the benefit of LA CEA. It also clarified why
physiological measurements during LA CEA cannot be extrap-
olated toGApatients. Nevertheless the current study suggests
that routine measurements of rSO2 might meet these aims.
Mcleary’s findings suggest that the evidence presented in
this paper may be physiologically flawed. Further concern
about the validity of the study is raised by the authors’
comment that the cut-off for rSO2might vary depending upon
the type of equipment used, the explanation that they have
given for earlier studies failing to show similar findings. This is
a critical limitation particularly if the rSO2 measurements forDOI of original article: 10.1016/j.ejvs.2010.12.009.
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doi:10.1016/j.ejvs.2011.01.023each machine require calibration in a series of patients prior
to determining the critical oxygen saturation limits that
dictate the need for a shunt. Further, capital and running
costs are high for a technique that does not detect intra-
operative emboli, this perhaps being more important given
the drive to perform early surgery after an index neurological
event. Thus, as an adjunct to awake testing TCDmay bemore
valuable. However this does not necessarily mean that the
datapresentedareof novalueandapost-clamping fall in rSO2
of 19% is likely to reflect cerebral hypoperfusion. Unfortu-
nately the solution to this is less clear. Under GA should
a shunt be inserted immediately in such patients or should
blood pressure be manipulated to mimic cerebral autor-
egulation? Alternatively should inotropic agents be
commencedprior toclampingduringGAsurgery inanattempt
to avoid a critical fall in rSO2 or is it really an endorsement for
routineLACEA?Theauthorsdonotdiscuss this dilemmaor the
possible implications of these alternative strategies.
In conclusion the paper presents some interesting data
but I am not sure that it provides a clear message for
surgeons wishing to perform GA CEA.
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